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ABSTRACT:
Trauma management is an approach to assess and treat multiply injured patients. Casualties that present within the first two
hours of injury are deaths that can be prevented. Medical professionals need to be trained to appraise and manage these patients
during this period. A variety of courses are available, designed entirely to teach medical professionals to treat trauma patients.
Many counties have adopted these programs and now they are being taught in over 60 countries worldwide. In developing
countries, injuries due to trauma are regrettably neglected, and accounts for more than five million deaths each year. This is
nearly equal to combined number of deaths from tuberculosis, malaria and HIV/AIDS. Medical graduates are supposed to be
able to handle all types of emergencies, common or traumatic. Lack of ATLS, BCLS and ACLS certified doctors in emergency
departments lead to improper and un-necessary delay in provision of medical care to patients.
Keywords: Trauma management, Medical students, Medical curriculum.
INTRODUCTION:
Trauma management is an approach to assess and treat
multiply injured patients.Casualties that present within
the first 2 hours of injury are deaths that can be prevented,
therefore, medical professionals need to be trained to
appraise and manage these patients during this period,
if they are not frequently exposed to trauma casualties.1
A variety of courses are available, designed entirely to
teach medical professionals a systematic and condensed
approach to treat trauma patients. Advanced Trauma
Life Support (ATLS), Basic Life Support (BLS) and
Advanced Life Support (ALS) are examples of such
courses; certification of these courses is acquired by
medical health professionals in both developed and
developing countries.Advanced Trauma Life Support
(ATLS) is progressively becoming the basis of care for
traumatically injured patients.  ATLS was developed by
the American College of Surgeons (ACS) Committee
on Trauma (COT) and was first introduced in the United
States and internationally in 1980.As its impact grew
globally, many counties adopted this program and now
it is being taught in over 60 countries worldwide.2The
basic principles of the course are: “treat first what kills
first” and “do no further harm”. Rapid assessment of
the injuries and treatment is given systematically. In
patients who are severely injured, an overall patient
assessment has to be made so that logical sequential
priorities can be established3. This process is known as
primary survey and constitutes the “ABCDEs” of trauma
care.4
The sequence is as follows:-
(A) Airway maintenance with cervical spine protection
(B) Breathing and ventilation
(C) Circulation with hemorrhage control
(D) Disability: neurologic status
(E) Exposure/environmental control
In developing countries, injuries due to trauma are
regrettably neglected5and account for more than five
million deaths each year, which is nearly equal to the
combined number of deaths from tuberculosis, malaria
and HIV/AIDS.6Pakistan is facing unprecedented and
repeated attacks of terrorism, which claim large number
of lives and leave scores injured. This puts an enormous
load on an almost non-existent pre-hospital medical care
system.7Although Karachi, the largest city of Pakistan
has a few organized private ambulance response systems,
yet the medical treatment imparted by the first responders
to trauma patients at the scene or in the ambulance
during transfer to a hospital is minimal or un scientific
at best.In majority of the situations, patients are taken
to the nearest hospital by relatives or by standers; this
may lead to an even poorer outcome as transport of the
trauma patient is by an untrained person. Moreover, the
absence of trauma centers in every major city is a major
disincentive to provision of timely definitive
care.8Therefore, there is a dire need of implementation
of standardized trauma management training, as well
as the presence of trauma centers to cater to the increasing
numbers of trauma patients. If the person at the scene
of disaster or accident is a medical student trained in
trauma management, he or she will definitely perform
better than the first responder (stretcher bearer of an
ambulance).
Trauma is the second leading cause of death in the age
group of 15-44 years.9WHO estimates that till 2030, a
further 40% increase will result in trauma
fatalities.Therefore, paramedics and first responders
play a pivotal role in decreasing trauma mortality,
especially in case of long prehospital transit
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times.10Mortality rate escalates by 3 times for every 30
minute increase from time of injury to conclusive care11.
One principle in medicine is the ‘‘golden hour’’ of
trauma, which specifies that patient outcomes are
improved when patient is transported to a trauma center
within an hour of injury as trauma patients have
significantly better survival rates if their injuries are
treated within 60 minutes12.
This expectation is quite different from reality in
developing countries such as Pakistan.  According to a
study in Karachi, 58% patients die before they even
reach a hospital13.A study was conducted to evaluate
prehospital care in low to middle income countries of
Asia, Africa and Latin America14. All sites had some
measure of training available for first responders, with
the exception of Pakistan and Gujarat State of India.
Access to services within 1 hour varied exceedingly,
despite availability of an emergency number, and was
found to be very low in Pakistan.This indicates that
despite there being a system for the provision of
emergency medical services, it is barely functioning.
Possible causes of this could be inadequate funding,
absence of legislation to establish standards, lack of
assimilation of multiple systems as well as absence of
standardization of emergency procedures among medical
personnel15. The problem cannot be resolved just by
constructing isolated trauma centers. Instead these trauma
centers need to have an integrated system of prevention,
prehospital evacuation of injured, hospital care and
rehabilitation. The proclaimed 7 minute response time
of the ambulance service becomes irrelevant when
medical facilities are not equipped for the definitive
care of the injured16. Little can be hoped to be achieved
unless the government takes the initiative and grants
trauma management its due importance, which as yet
has not happened. National health policy of Pakistan
2009 does not acknowledge injury prevention and
control17.Even in medical curricula, Emergency Medicine
as a specialty has not received recognition in Pakistan,
which affects not only undergraduate training but also
the quality of care provided in emergency rooms17,18.
Medical graduates are supposed to be able to handle all
types of emergencies, common or traumatic but little
has been done to ensure that this competence can be
achieved19.In a nutshell, lack of ATLS, BCLS and ACLS
certified doctors in emergency departments leads to
improper and delayed medical care.
American College of Surgeons developed Advanced
Trauma Life Support (ATLS) with a purpose to train
the doctors to evaluate, and manage injured patients
systematically. An ATLS program for physicians was
carried out in Trinidad and Tobago which resulted in a
significant augmentation of in-hospital trauma patient
outcome.A study has demonstrated that senior medical
students perform better in trauma simulation scenarios
after completion of the ATLS training. Even attendance
at only lectures about ATLS results in an increase in
trauma management knowledge among medical
students.Another study showed that medical staff who
had either undertaken either full ATLS course or a
contracted form of the course was more effective in
their management of trauma cases20.
In order to significantly lower mortality rates due to
trauma, widespread implementation of standardized
trauma training is necessary. This need not be ATLS,
but could be a locally introduced program based on the
same principles. Society of emergency medicine in
Pakistan provides these courses in different cities of
Punjab, Sindh and KPK with same policies and procedure
as provided by level 1 trauma centers in USA.
Educational training is given to 1st responders and to
doctors and nurses in Emergency Departments6.
There are certain hurdles in acquiring ATLS training.
One problem commonly associated with ATLS is that
there are far more applicants for ATLS programs than
available places, resulting in long waiting lists. It is
quite evident that the funding for ATLS-type programs
in developing countries is grossly inadequate, making
it financially inaccessible for quite a few candidates
who would like to get trained. These problems could be
addressed by implementing alternate programs based
on ATLS but conceptualized, developed and validated
by trained instructors.
 Moreover, knowledge and skills gained through ATLS
participation decline after 6 months, with a maximum
decline after 2 years if skills learnt are not put to use2.
Numerous studies have verified that the ATLS course
is an effective teaching program despite its limitations.A
study evaluated the effects of a trauma training course
on medical students in Taiwan. It concluded the
confidence of final year medical students after completion
of their training was improved by the course.Based on
these results, the study recommends that trauma training
be taught to final-year medical students before they
practice in hospital.A similar study was performed on
senior medical students at the University of Toronto.
Comparison was made between medical students who
received ATLS training with those who did not receive
ATLS training. The ATLS-trained students had higher
scores than the control group. The study suggests that
consideration should be given for including ATLS in
the medical curriculum20.
CONCLUSION:
Trauma management training should be made
compulsory for all medical students so that an adequate
number of properly trained individuals are available to
rapidly assess and stabilize severely injured patients in
emergency situations.
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